
Guía 3 de la Unidad de Información & Asistencia

Cómo objetar a su clasifi cación sumaria

Una clasifi cación sumaria es un documento emitido por la Unidad de Evaluación de Incapacidades que convierte 
el informe de un médico acerca de su lesión, en una clasifi cación de incapacidad permanente. Las clasifi caciones 
sumarias se dan, después de todos los exámenes del evaluador médico califi cado (qualifi ed medical evaluator - QME) 
y después de los exámenes del médico que le dé tratamiento, cuando se soliciten. Vea la guía 2 de I&A, para obtener 
más información sobre cómo solicitar un examen de un QME.

Complete este formulario, si usted cree que su clasifi cación sumaria está incorrecta.

Únicamente hay cuatro razones para presentar esta solicitud, así que siga las instrucciones cuidadosamente. Si su 
razón no está dentro de una de estas cuatro razones se negará su solicitud y su caso se demorará. El no estar de 
acuerdo con el QME o con la conclusión de su médico no es una razón, para objetar la
clasifi cación sumaria.

Usted tiene que presentar su solicitud, en un plazo de 30 días, a partir de que reciba la clasifi cación.

Junto con el formulario adjunte copias de:

1. La determinación de la clasifi cación sumaria
2. El informe del QME o de su médico
3. Cualquier otra información que sustente su solicitud.

Guarde una copia de la solicitud para sus archivos y envíe la original a:

Administrative Director
Division of Workers’ Compensation
P. O. Box 420603
San Francisco, CA 94142
Attn: Summary rating reconsideration

Usted tiene que completar la prueba de entrega (proof of service) en la parte inferior del formulario (instrucciones en 
el reverso) y tiene que enviar una copia a la compañía de seguros.

Si usted necesita ayuda, llame a una ofi cina de Información y Asistencia (I&A), o asista a un taller para trabajadores 
lesionados. Los números telefónicos de las ofi cinas locales de I&A se enumeran en el reverso de esta guía. Usted 
puede obtener información sobre un taller local de la ofi cina de I&A o en la Internet en www.dir.ca.gov/dwc.

La información contenida en esta guía es de índole general y no pretende substituir asesoramiento 
legal. Los cambios en la ley o los datos específi cos de su caso podrían resultar en interpretaciones 
legales distintas de las que aquí se presentan.
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DIVISION OF WORKERS’ COMPENSATION  
DISTRICT OFFICES 

 
 
ANAHEIM, 92801-1162    REDDING, 96001-2796  
1661 N. Raymond Ave., Suite 202   2115 Civic Center Drive, Suite 15  
Information & Assistance Unit (714) 738-4038  Information & Assistance Unit (530) 225-2047 
 
BAKERSFIELD, 93301-1929   RIVERSIDE, 92501-3337 
1800 30th Street, Suite 100   3737 Main Street, Suite 300 
Information & Assistance Unit (661) 395-2514 Information & Assistance Unit (951) 782-4347 
 
EUREKA, 95501-0481    SACRAMENTO, 95825-2403 
100 “H” Street, Suite 202    2424 Arden Way, Suite 230 
Information & Assistance Unit (707) 441-5723 Information & Assistance Unit (916) 263-2741 
 
FRESNO, 93721-2280    SALINAS, 93906-2204 
2550 Mariposa Street, Suite 4078   1880 North Main Street, Suites 100 & 200 
Information & Assistance Unit (559) 445-5355 Information & Assistance (831) 443-3058 
 
GOLETA, 93117-3018    SAN BERNARDINO, 92401-1411 
6755 Hollister Avenue, Suite 100   464 West Fourth Street, Suite 239 
Information & Assistance Unit (805) 968-4158 Information & Assistance Unit (909) 383-4522 
 
GROVER BEACH, 93433-2261   SAN DIEGO, 92108 
1562 W. Grand Avenue    7575 Metropolitan Drive, Suite 202 
Information & Assistance Unit (805) 481-3380 Information & Assistance Unit (619) 767-2170 
 
LONG BEACH, 90802-4339   SAN FRANCISCO, 94102-7002 
300 Oceangate Streets, Suite 200   455 Golden Gate Avenue, 2nd Floor 
Information & Assistance Unit (562) 590-5240 Information & Assistance Unit (415) 703-5020 
 
LOS ANGELES, 90013-1105   SAN JOSE, 95113-1482 
320 West 4th Street, 9th Floor   100 Paseo de San Antonio, Suite 241 
Information & Assistance Unit (213) 576-7389 Information & Assistance Unit (408) 277-1292 
 
MARINA DEL REY, CA 90292    SANTA ANA, 92701-4070 
4720 Lincoln Blvd. 2nd floor   28 Civic Center Plaza, Suite 451 
Information & Assistance Unit (310) 482-3858 Information & Assistance Unit (714) 558-4597 
 
OAKLAND, 94612-1402    SANTA ROSA, 95404-4760 
1515 Clay Street, 6th Floor               50 “D” Streets, Suite 420 
Information & Assistance Unit (510) 622-2861 Information & Assistance Unit (707) 576-2452 
 
OXNARD, 93030    STOCKTON, 94202 
2220 East Gonzales Road, Suite 100  31 East Channel Street, Suite 344 
Information & Assistance Unit (805) 485-3528 Information & Assistance Unit (209) 948-7980 
 
POMONA, 91766-1601    VAN NUYS, 91401-3373 
732 Corporate Center Drive    6150 Van Nuys Blvd., Suite 105 
Information & Assistance Unit (909) 623-8568 Information & Assistance Unit   (818) 901-5374 
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DEU Form 103 (Rev . 06/02)

REQUEST FOR RECONSIDERATION OF SUMMARY RATING

BY THE ADMINISTRATIVE DIRECTOR

This form may be used by an unrepresented employee or his or her employer to request that the Administrative
Director determine whether a permanent disability rating issued by the Disability Evaluation Unit should be
reconsidered pursuant to Labor Code Section 4061(k).

A req u est f or recon sid eration  m ay b e gran ted  if  it is sh ow n  th at th e Qu alif ied  Med ical Ev alu ator (QME) or Treatin g
Ph ysician  (TP) h as f ailed  to ad d ress all issu es , f ailed  to com p letely ad d ress issu es , f ailed  to follow  th e p roced u res
p rom ulgated  b y th e In d u strial Med ical Cou n cil (IMC), or if th e ratin g w as in correctly calculated .  This procedure is
applicable only to injuries occurring on or after 1/1/91.  Please verify that you sent a copy of this request to the other
party (employee or claims administrator) by filling out the proof of service below after reading the instructions on the
reverse side.

This request must be submitted w ithin thirty (30) days of receipt of the rating.

SEND TO: Administrative Director
Division of Workers' Compensation
Attn:  Summary Rating Reconsideration
P.O. Box 420603

San Francisco,  CA  94142

INCLUDE: (1)

(2)

(3)

(4)

This com p leted  f orm ;

A copy of the Su m m ary Ratin g ;

A copy of the Qualified  Med ical
Ev alu ation  (QME) or Treatin g Ph ysician
(TP) rep ort;
Other information supporting the
request.

Em p lo y ee Nam e :
Disab ility Ev aluation
Unit File  Nu m b er:

Em p loyee Ad d ress :
Em p loyer/In su rer
Claim  Nu m b er:

Em p loyer/Ad ju stin g
Agen cy :

Em p loyee 's
Social Secu rity Nu m b er:

Em p loyer/Ad ju stin g
Agen cy Ad d ress :

Date of  In ju ry :

REASON(S) FOR REQUEST: (Check reason and explain below.  Attach additional sheets if necessary.)

QME/TP failed to address all issues QME/TP failed to completely address issues

IMC procedures not followed by QME/TP Rating was incorrectly calculated

Exp lan ation :

Recon sid eration  of  Su m m ary  Ratin g is b ein g req u ested  b y :                                                                              .
(In jured worker/Employer/Claims Adjusting Agency)

PROOF OF SERVICE BY MAIL (Instructions on Reverse)

On                                    I served a copy of this Request for Reconsideration of Summary Rating on
(date)

                                                                         at  by placing
        (name of employee or  claims administrator) (address)

a true copy enclosed in a sealed envelope with postage fully prepaid, and deposited in the U.S. Mail.  I declare under
penalty of perjury under the laws of the State of California that the foregoing is true and correct.

Signature

Nombre del empleado

Dirección del empleado

Nombre del administrador de reclamos

 Dirección del administrador de reclamos

Número de archivo en la Unidad de

 Evaluación de Incapacidades

Número de reclamo

Número de seguro social del empleado

Fecha de lesión

Explique las razones por las cuales usted está objetando a la clasificación sumaria

Su nombre

Fecha

Nombre del administrador de reclamos   Dirección del administrador de reclamos

  Su firma

EJEMPLO



DEU Form 103 (Rev. 06/02)

REQUEST FOR RECONSIDERATION OF SUMMARY RATING
BY THE ADMINISTRATIVE DIRECTOR

This form may be used by an unrepresented employee or his or her employer to request that the Administrative
Director determine whether a permanent disability rating issued by the Disability Evaluation Unit should be
reconsidered pursuant to Labor Code Section 4061(k).

A request for reconsideration may be granted if it is shown that the Qualified Medical Evaluator (QME) or Treating
Physician (TP) has failed to address all issues, failed to completely address issues, failed to follow the procedures
promulgated by the Industrial Medical Council (IMC), or if the rating was incorrectly calculated.  This procedure is
applicable only to injuries occurring on or after 1/1/91.  Please verify that you sent a copy of this request to the other
party (employee or claims administrator) by filling out the proof of service below after reading the instructions on the
reverse side.

This request must be submitted within thirty (30) days of receipt of the rating.

SEND TO: Administrative Director
Division of Workers' Compensation
Attn:  Summary Rating Reconsideration
P.O. Box 420603
San Francisco,  CA  94142

INCLUDE: (1)
(2)
(3)

(4)

This completed form;
A copy of the Summary Rating;
A copy of the Qualified Medical
Evaluation (QME) or Treating Physician
(TP) report;
Other information supporting the
request.

Employee Name: Disability Evaluation
Unit File  Number:

Employee Address: Employer/Insurer
Claim Number:

Employer/Adjusting
Agency:

Employee's
Social Security Number:

Employer/Adjusting
Agency Address: Date of Injury:

REASON(S) FOR REQUEST: (Check reason and explain below.  Attach additional sheets if necessary.)

QME/TP failed to address all issues QME/TP failed to completely address issues

IMC procedures not followed by QME/TP Rating was incorrectly calculated
Explanation:

Reconsideration of Summary Rating is being requested by:                                                                              .
(Injured worker/Employer/Claims Adjusting Agency)

PROOF OF SERVICE BY MAIL (Instructions on Reverse)

On                                    I served a copy of this Request for Reconsideration of Summary Rating on
(date)

                                                                         at  by placing
        (name of employee or claims administrator) (address)
a true copy enclosed in a sealed envelope with postage fully prepaid, and deposited in the U.S. Mail.  I declare under
penalty of perjury under the laws of the State of California that the foregoing is true and correct.

Signature


